Editorials t{s
Vigorous exercise and cardiovascular (Northcote -& Ballantyne 19, ani et death: a perspective al. 1982 ). By using a prospective mail survey of sports centres and newspapers, a personal series of Vigorous physical activity is recognized to have a 200 cases of sudden death occurring in various number of beneficial effects, including a reduction sports since 1976 in the United Kingdom has of body weight, percentage body fat, skinfold been brought together. This figure excludes all thickness and girth (Carter & Phillips 1969) . accidental/traumatic deaths or drowning acci-Improvement in the coronary heart disease (CHD) dents, and takes no account of deaths occurring risk factor profile has also been reported (Clark & in activities which are not vigorous enough to Ballantyne 1981). The influence of habitual constitute heavy physical exertion, viz., golf and vigorous activity on the development of CHD is bowling. Squash accounted for 89 deaths, swimless clear. Eichner (1983) has reviewed the current ming for 16, soccer for 14, rugby for 12, running/ evidence and concludes that exercise probably jogging for 12 and badminton for 11; the other 11 results in a lower risk of CHD, but cannot always occurred in various other pursuits. Thus, squash prevent progression of coronary atherosclerosis. may be of particular danger. But in the UK there Once CHD has declared its presence, there is little may be as many as 1.5 million squash players (Cox evidence in humans to suggest that exercise can 1984). A more liberal estimate has been made by reverse the process or prolong life (Gotto 1981 , the Squash Rackets Association (SRA) who Malinow 1981), although these individuals may estimate that there are more than 3 million players, benefit. in other respects. It is now generally of whom 2.5 million play more than once per accepted that high levels of habitual physical month. These figures represent a considerable activity do not provide immunity against CHD proportion of the adult population. Of this numor an exercise-associated death (Northcote & ber, the SRA have estimated that only 21% of Ballantyne 1983), despite occasional exaggerated players are over 35 years and 5% are over 45 years. claims for this benefit.
Taking into account the age group with the highest It is an unfortunate paradox that patients with frequency of sudden deaths (mean age 45.6 +10 CHD, who are at greatest risk of exercise-related years) (Northcote & Ballantyne 1985) this suggests arrhythmias and sudden death, may also benefit that the sudden deaths are occurring in a small from exercise. A recent report by Siscovick et al. portion of the squash-playing public. Those in this (1984) has shown that inactive men will have a age group might therefore benefit from prospec-56-times increased risk of cardiac arrest during tive medical screening, as many will have overt vigorous exercise when compared to other activi-cardiovascular disorders or CHD risk factors ties. Habitual exercisers, although still having a which would be associated with an increased risk. five-times increase in risk during exercise, had a Even if subjects in this age group are asymptolower overall risk of cardiac arrest. The authors matic, as many as 5% may have silent CHD (Cohn conclude that the risk of cardiac arrest is trans-1981). iently increased during vigorous exercise. How-
The necessity for medical screening or counselever, the risk of vigorous exercise for those with ling before embarking on an exercise programme CHD or other heart disease may be far in excess of is controversial (Northcote & Ballantyne 1984a,b) a 56-times increase, as these and others with and the benefits of such a procedure have not been known heart disease were excluded from this adequately assessed. Those opposing any form of investigation. Thus, although vigorous exercise screening do so on the grounds of expense and the may be of benefit in the prevention of CHD, there possibility of confusing potential abnormalities are those in whom it is dangerous. It seems reason-with changes normally expected of an athletic able, therefore, to advise those with known CHD heart (Grayboys 1979 , Tunstall-Pedoe 1983 . to select less vigorous exercise, as this may be Despite this, there is an emerging view that some associated with a reduced risk of a cardiac arrest. form of counselling should be available for The statistical risk of sudden death during sport middle-aged subjects taking up exercise after a is conjectural, and although some authors have prolonged period of inactivity (Northcote & calculated an increased risk of sudden death while Ballantyne 1983 , Vermani et al. 1982 , Levy 1981 , taking part in sport (Opie 1975 , Thompson et al. Chung 1980 , Thompson & Mitchell 1984 . Such an 1982), the general consensus is that any risk is approach would focus attention on that section statistically insignificant. There remains an of the population most at risk of sudden death, appreciable number of deaths occurring in sport in which it is unlikely that there would be any 0 1985 The Royal Society of Medicine 0141-0768/85/011889-02/$02.00/0 confusion with the findings in athletic subjects. It is not true that the only form of screening which is practicable is a resting electrocardiogram, as suggested in a recent editorial (Lancet 1983) . The three-tiered system of evaluation suggested by the Canadian Federal Government (Shepherd 1984) , the first stage of which is a simple selfadministered questionnaire designed to detect medical conditions or CHD risk factors associated with an increased risk, may be an alternative. Trials of this type of questionnaire in Canada have suggested that it may detect and exclude at least half of those in whom an increase in physical activity would cause an increase in risk of a cardiac event. If the response to this test is positive, Shepherd (1984) advocates a paramedical fitness test and brief physical examination as the second stage of of the assessment and, thirdly, a physiciansupervised medical examination and exercise electrocardiogram, if this is felt necessary. Such a scheme is relatively inexpensive and might well have detected most of the squash players who died during play with medical conditions, and who are reported elsewhere (Northcote & Ballantyne 1985) .
Having identified those at increased risk, the system would allow for counselling of the individual on the desirability of exercise and choice of sport. Although exercise should be encouraged in most subjects, the form and intensity of exercise should be tailored to suit the individual's general fitness, health and age. It is inappropriate for subjects in the coronary-prone age group to resume physically exhausting exercise such as squash or marathon running in mid-life. Such a practice may be dangerous and is not apparently associated with a greater influence on the primary or secondary prevention of CHD than more gentle rhythmic forms of exercise, such as those suggested by Johnson et al. (1966) . Such a screening and counselling service should be established by the governing bodies of sport and the major sports centres. R During the first stage of labour there is progressive dilatation of the cervix and descent of the presenting part. The rate of dilatation of the cervix in normal labour has been shown to be 1 cm per hour or more, provided uterine contractions are adequate and there is no disproportion.
Increasingly sophisticated methods have been developed to evaluate uterine activity during labour. External palpation and tocometry permit only an appreciation of when a contraction occurs but give no information about quality or duration.
Intrauterine pressure can be measured by placing a fluid-filled polythene catheter connected to a pressure transducer, or a catheter-tip pressure transducer within the uterine cavity (Steer et al. 1978) . Continuous recording of intrauterine pressure gives information about both the amplitude and frequency of contractions. Measurement of the area under pressure curve above baseline 
